To demonstrate a method to manage complications after a sacrocervicopexy. DESCRIPTION: Sacrocolpopexy is the preferred procedure by many pelvic surgeons for the treatment of apical prolapse. Complications include, mesh exposure, vaginal discharge and spotting, pain, infection, and urinary issues. A 53-year-old presented with persistent vaginal discharge and spotting requiring daily use of tampons and pads. Three years prior, she had undergone a laparoscopic supracervical hysterectomy, bilateral salpingectomy, sacrocervicopexy, and posterior repair. On physical exam, there was no evidence of recurrent prolapse. Clear vaginal discharge was noted from the cervical os on speculum exam. There was no evidence of mesh exposure. Cystourethroscopy was negative, and a CT Abdomen and Pelvis was performed to rule out fistula. There was no evidence of a fistula or cervical collection however surgical clips were visualized. A decision was made to perform an Exam Under Anesthesia. The cervical os was probed and serosanguinous discharge was noted. The mesh was palpated through the cervical os and a helical Protack clip along with an Ethibond suture was removed. Any further dissection was restricted by the limited exposure. The area was irrigated and the cervical os was closed in a purse-string fashion. Post-operatively, the patient continued to complain of vaginal discharge and spotting and desired complete excision of the mesh. Three months later she underwent a robotic-assisted sacrocervicopexy mesh excision, trachelectomy, and uterosacral colposuspension which is illustrated in this video. The patient was discharged to home on POD#1 without complications. CONCLUSION: As the volume of sacrocervicopexy cases increase, pelvic surgeons should become familiar with the management of complications including surgical excision if needed.
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OBJECTIVES:
The aim of this video is to provide learners with a comprehensive and systematic approach to performing the POP-Q exam while also describing non-traditional techniques for evaluating vaginal caliber and perineal decent. DESCRIPTION: The Pelvic Organ Prolapse Quantification (POP-Q) exam is a commonly used exam to demonstrate and measure pelvic organ prolapse in the office. The video demonstrates real-time exams on patients with both normal pelvic support and those with pelvic organ prolapse. Additionally, the video is augmented with computer generated cartoons to help learners better visualize the exam and pelvic organ prolapse. CONCLUSION: At the conclusion of this video, the techniques and definitions of the points measured in the POP-Q exam as well as vaginal caliber and perineal descent should be reproducible by a skilled learner.
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65 Navigating difficult hysteroscopy due to mü llerian anomalies
Arpit Dave
Gynecologic Surgery, Carondelet Medical Group, Tucson, AZ OBJECTIVES: This video presents tips to maximize the safe and successful performance of hysteroscopy in patients with Müllerian duct anomalies. DESCRIPTION: Müllerian duct anomalies (MDA) are present in approximately 6.7% of the general population. Hysteroscopy in these patients presents unique challenges during hysteroscopy including cervical dilation, access to rudimentary horns, obtaining global sampling and maintenance of laterality in specimens. Using two patient cases of abnormal uterine bleeding, each with different MDAs, this video demonstrates tips for 1) interpreting imaging to yield clues to the patient's anatomy, 2) using vaginoscopy, narrow-diameter hysteroscopes, hydrodilation, and hysteroscopically-directed blunt dilation to safely gain hysteroscopic access while reducing risk of perforation and 3) efficient global sampling are reviewed as well as methods of maintaining specimen laterality. CONCLUSION: With adequate preoperative planning and a detailed as well as abstract understanding of hysteroscopy and associated ajog.org
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